In recent issues of Phlebology I have discussed developments in the pharmacological treatment of venous diseases. In this issue four authors present reports of surgical methods for treating incompetent veins. Three manuscripts refer to external banding valvuloplasty of superficial or deep veins in restoring valve competence. This is clearly a very appealing option in treating deep vein incompetence. Open valvuloplasty of the type originally described by Kistner is a major undertaking in elderly patients and is often discarded for this reason when dealing with the majority of patients. External valvuloplasty offers the hope of restoring valvular competence without the necessity of such a radical approach, perhaps opening the options for surgical treatment to patients who would not be considered fit for a major vascular procedure. The use of an external band to reduce the diameter of the vein in order to restore competence implies that valvular incompetence is attributable to venous wall dilation, rather than degeneration of the valves. If this assumption is really correct, then such techniques may offer the possibility of long-term restoration of competence to deep vein valves. The prosthetic material never comes in contact with the blood, reducing the likelihood of deep vein thrombosis following such operations, a potential problem with open valve repair procedures. In addition the presence of the external band permanently prevents vein dilation, increasing the likelihood of long term efficacy. It is clear from the paper by Guanera et al. that this technique is effective in restoring valve competence, however, long-term (5-10 years) follow-up will be required using objective tests of valvular competence before the true value of these procedures can be assessed.
Two other papers (Belcaro et al. and Lane et al.) report the use of external valvuloplasty in the superficial venous system, notably at the sapheno-femoral junction. It appears from these papers that the restoration of valvular competence at the sapheno-femoral junction results in restoration of valvular competence along the length of the long saphenous vein in the majority of cases. This is in contrast to the procedure of ligation of the sapheno-femoral junction (without long saphenous veins stripping) where previously published data shows that half the long saphenous veins can be identified post-operatively using ultrasound imaging and all are incompetent. Why should there be such a contrast between the two procedures? The protagonists of external banding valvuloplasty suggest that maintenance of flow in the orthograde direction permits normalisation of the flow characteristics and hence of the vein below the junction is restored to normalcy. I believe that the flawin this argument is that, in many cases, primary incompetence ofthe long saphenous vein occurs below a competent sapheno-femoral junction. I found this in one third of the patients presenting with primary varicose veins in my own series. Undoubtedly restoration of competence at the sapheno-femoral junction will reduce the severity of reflux in the long saphenous vein, and much improvement in symptoms may be observed as a result of this. I believe that the long term outcome should be studied carefully before this procedure is used widely. One further problem with this approach is a feature previously reported in articles published in this journal. Angioscopic examination of varicose veins often shows partial or complete destruction of valve cusps in the main trunk of the long saphenous vein. It seems improbable that such veins will re-grow normal valves, and will presumably remain incompetent.
The authors of the manuscripts describing these treatments have published their results for examination by the readership of this journal. Clearly these reports are intended as an initial description of the technique and show promising results, but the outcome beyond 5 years is not yet known. Observations and comments (in writing to the Editor) are welcomed in connection with these articles.
It is a pleasure to publish articles which show that the ingenuity of phlebologists to design new treatments for venous disease is not confined to the development of better methods of compression or new drugs. I congratulate the authors on their imagination in a field where major surgical advances have been relatively few.
